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MISSOURI DIVISION OF HEALTH —STANDARD CERTIFIGATE OF DEATH . B63=025655

DEFPARTMENT OF PUBLIC HEALTH A.ND wEL 16 ) Cration . N 6324 " STATE FILE NUMBER
DO NOT WRITE . e _Primary Registration Ith‘leI Na. : - ar‘s No. __ —_— B

ON THIS STUB

1. PI.ACEOl; DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence "before

a. COUNTY . . . .. STATE b. COUNTY asdmission)
‘ Missourd i
b CI'IY {If outside corporate fimits, give TOWNSHIP conly) Length of stay in 1b c. CITY Inside Limits -

oW St, Iouis - _ own St. louis * ~ |m=oweo
c. FULL NAME OF {If NOT in hespital, give location) ' = inside Limits d. STREET (It cutsida, glve locatlon) Reside on Farm
HOSPITAL ADDRESS

INSTITUTION. . DoQsAs Homer G. Phillips|*=® O $365 Minerva Avenue (YO NeD

3. MAME OF DECEASED First Middie “Loat 4. DATE Month Doy Yoar
(Type or print) T OF

. Bell - DEATH -
I&e . 6 13 IF ua??enééﬁ'

5 SEX & COLOR OR RACE 7. Married Y]  Never Married [ |8. DATE OF BIRTH | 7- AGE (last birthday) [IF UNDER 1 YEAR

Widowed Di ed . y Manths | Days Hours. Min.
e dowsd D Overeed D | 179821898 6l yrs. |
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF.BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

durlng most of working |1fe, even if retired)
e Fone !ﬂ.saouri UeSehe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

William Calloway Unkpown | John Bell
15. WAS DECEASED EVER IN LS. ARMED FORCE NGO, . C Address
[Yes, no, or unknown} | (If yas, give war or dates q

VS 300
Rev. 4/ 59

ATE AMENDED

20

‘18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b}, and {c}. : INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY, o OMNSET AND DEATH

IMMEDIATE CAUSE (a) g A N OR Qc gg A Se) SSSA e
. v . - _‘ K . . u

Conditions, If any, BUE 10 (b) ! S
which ‘gave rise to

above cause (a),

stating the under- . %Aé_& /
lying c-u:e fast. DUE-TO (¢} -

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not relsted to Ih- terminal PART 111, If decessed was. female was
. disease mndmon given in PART | {a} A there » prggngyﬂn tast 90 days.

DOCUMENT

[Dyel ' /No I . Unknown

.‘19.'4WA$‘AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | n_r.-PAIIT 1§ of itam 18.}
PERFORMED? [m] o,
-YES[] NO ‘

20¢, TIME. OF odr Month; Day, Year | . =
TUINJURY am.
p.m.

20d. IN.ILIRY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN
v WHILE AT WORK g " farm, factory, street, office bidg., etc.)
ONOY WHII.E AT WORK [] .

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

.\
MEDICAL CERTIFICATION

ded ﬁw" d from - - oy to. and lest saw :fr:, alive on.

Death occumd at m on the date stated above, and to the best of my Imowiedge, from the. causes lnfod

USE BLACK INK

TYPEWRITER RIBBON

73a. BURIAL, CRE X Z3c. NAME OF CEMETERY OR CREMATORY Z3d, LOCATION (City, town; or county} tsme
REMOVA!: (Spe ) ‘ : : : : . <)

=3l.'_1' DU UEINE Lery
24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD, BY LOCAL REG.

Ellis Funersl Home-2820 Stoddard Stree JUR 15 198

ITEM NO.] SHOULD READ

BY AFFIDAVIT OF




(e LI
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STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this cerﬁficafe was embalmed by mie,

or by __ . Student Embalmer No.___-

‘working under my personal supervision.

Student___ : . ‘J C-.—v\_/ Z \:\ )—ﬂ/@

Signature of Student Embalmer

t

P.O. Address__ 57 /\ o"’“‘fﬂ_jz u,r:-’

Nofe: The. above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN. HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of I|canse) -

If. embarmed by a STUDENT, he also shall sign-in.his OWN handwrmng

If this body is not embalmed fact should be so stated above
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